Food Service Training Program
Application

COMMUNITY SERVINGS

DELIVERING MEALS, DELIVERING HOPE

Name Date /___/20
Last First Middle Initial
Address
Street Address, Apt. No., or P.O. Box City State Zip Code
Telephone ( Are you 18 years of age or older? Yes[] Nol]

Email address

Social Security Number

Date of Birth

Gender: Male Female Transgender

Race/Ethnicity (please select as many as applicable): White/Caucasian Hispanic African American Asian Other

How did you learn about our training program?

Please provide the name and number of the person or agency who referred you.

Can you furnish proof of your eligibility to work in the United States? Yes[] No [

REFERENCES

Please supply at least one (1) professional reference. Please identify someone who

is not related to you.

1. Name:

Address: Telephone #: ()

2. Name:

Address: Telephone #: ()




EDUCATION

COURSE OF LEVEL GRADUATION
SCHOOL NAME/LOCATION STUDY COMPLETED | /DEGREE
High School
Trade or

Vocational School

College/University

Other

EMPLOYMENT/VOLUNTEER HISTORY

Company name

Job Title

Employment Dates:

From: To:

PERSONAL STATEMENT

1. Please describe your job search over the past 6 months?




2. What do you hope to gain from this program?

3. Where to do you hope to be in six months?

Signature of applicant Date _/ /20




Food Employee Reporting Agreement
Preventing Transmission of Diseases through Food by
Infected Food Employees

The purpose of this agreement is to ensure that Food Employees and Applicants who have received a conditional offer of
employment notify the Person in Charge when they experience any of the conditions listed so that the Person in Charge can
take appropriate steps to preclude the transmission of foodborne illness.

I AGREE TO REPORT TO THE PERSON IN CHARGE:

SYMPTOMS
1. Diarrhea
2. Fever
3. Vomiting
4. Jaundice
5. Sore throat with fever
6. Lesions containing pus on the hand, wrist, or an exposed body part
(such as boils and infected wounds, however small)
7. Eye pain, swelling, redness with discharge

MEDICAL DIAGNOSIS

Whenever diagnosed as being ill with Infectious Conjunctivitis, Salmonella Typhi (typhoid fever), Shigella spp. (shigellosis),
Escherichia coli O157:H7, hepatitis A virus, Entamoeba histolytica, Campylobacter spp., Vibrio cholera spp.,
Cryptosporidium parvum, Giardia lamblia, Hemolytic Uremic Syndrome, Salmonella spp. (non-typhi), Yersinia
enterocolitica, or Cyclospora cayetanensis.

PAST MEDICAL DIAGNOSIS

Have you ever been diagnosed as being ill with one of the diseases listed above?
If you have, what was the date of the diagnosis?

HIGH-RISK CONDITIONS

1. Exposure to or suspicion of causing any confirmed outbreak of typhoid fever, shigellosis, E. coli O157:H7
infection, or hepatitis A

2. A household member diagnosed with typhoid fever, shigellosis, illness due to E. coli O157:H7, or hepatitis A
3. A household member attending or working in a setting experiencing a confirmed outbreak of typhoid fever,
shigellosis, E. coli O157:H7 infection, or hepatitis A

I have read (or had explained to me) and understand the requirements concerning my responsibilities under 105CMR 590/1999 Food Code and this
agreement to comply with the reporting requirements specified above involving symptoms, diagnoses, and high-risk conditions specified. I also
understand that should I experience one of the above symptoms or high-risk conditions, or should I be diagnosed with one of the above illnesses, I
may be asked to change my job or to stop working altogether until such symptoms or illnesses have resolved.

I understand that failure to comply with the terms of this agreement could lead to action by the food establishment or the food regulatory authority
that may jeopardize my employment and may involve legal action against me.

Applicant or Food Employee Name (please print)

Signature of Applicant or Food Employee Date

Signature of Permit Holder or Representative Date




